Osteoma is rare benign tumors of bone commonly seen in the maxillofacial skeleton. Peripheral osteoma is more frequent in the mandible than the maxilla. The present article is a case report of peripheral osteoma at angle of mandible below the masseter muscle. Though the lesion is benign, the reduced mouth opening caused a lot of inconvenience to the patient. The patient's primary complaint was trismus and swelling at angle of mandible. The computed tomography (CT) scan was diagnostic of calcification at the angle. The differential diagnosis includes osteoma and calcification in masseter muscle. The lesion was excised through Risdon's incision. The surgical dissection of muscle fibers revealed the attachment of the bony lesion on the outer cortex of angle. The histopathological diagnosis confirmed the diagnosis of osteoma. The location of lesion below the masseter muscle resulted in lot of inconvenience of reduced mouth opening and diagnostic difficulty. The excision was followed by physiotherapy to increase the mouth opening.
InTRODuCTIOn
Osteoma is a benign often asymptomatic neoplasm, consisting of well-differentiated matured bone. It is chara cterized by proliferation of either compact or cancellous bone in an endosteal or periosteal location. 1 The central osteoma arises from the endosteum, the peripheral osteoma from the periosteum, and the extra-skeletal soft-tissue osteoma usually develops within the muscle. In the facial bones, both central and peripheral osteomas have been described. Peripheral type of osteoma is most common in the lower jaws, which occurs at the surface of ijhns case report the cortical bone and is pedicled or sessile. Most of the osteomas occurring in the mandible are dense osteomas, and the cancellous osteoma is comparatively rare. 2 Of those that have been described, the locations are normally posterior to the premolars on the lingual surface of the mandible or in the condylar region. The solitary peripheral osteoma of the mandible is uncommon, with largest case series published in the English literature demons trated only 43 cases not related to Gardner's syndrome. 3 It is mostly seen in young adults and usually remains less than 2 cm in size after years of slow enlargement. The pathogenesis of peripheral osteoma is unclear. Some investigators consider it as a true neoplasm, while others classify it as a developmental anomaly. 4 Possibility of a reactive mechanism, caused by trauma or infection has also been suggested. Maxillofacial osteoma associated with cutaneous sebaceous cysts, multiple supernumerary teeth and colorectal polyposis is known as Gardner's syndrome. We present a case of solitary peripheral osteoma of the mandible not associated with Gardner's syndrome.
CASE REPORT
A 22-year-old male patient reported to this college for evaluation of a slowly enlarging swelling at the lateral surface of the left ramus of mandible. Apart from facial asymmetry, the patient had a chief complaint of progressively increasing trismus and difficulty in chewing but had no pain. Preoperative interincisal distance was
fig. 1: Preoperative interincisal distance
5 mm (Fig. 1) . Individual had no previous facial trauma or significant medical history. He had noticed the swel ling for the last 1 year, and it was gradually increasing in size. There was a 5 × 3 cm oval, immobile mass on the lateral surface of the left ramus of mandible. The mass was hard, nontender and nonpulsatile. The overlying skin was normal in color and showed no adhesion to the mass. There were no features of Gardner's syndrome. All laboratory findings were within normal limits. Computed tomography scan and posteroanterior (PA) mandible view showed a well circumscribed, elongated, radiopaque mass at the left ramus of mandible (Figs 2A and B) . A provisional diagnosis of peripheral osteoma was made and the patient prepared for surgery. Under general anesthesia, endotracheal intubation was done with a fiberoptic bronchoscope and the bony mass was approached through a left submandibular incision. The mass was ovoid, elongated in shape and attached to the ramus of the mandible with a narrow stalk. The lesion was divided at the stalk using a bone cutting bur and a surgical handpiece, and then completely excised using a chisel and mallet (Fig. 3A) . The lateral surface of the ramus of mandible was smoothened with a vulcanite burpatient prepared for surgery. Under general anesthesia, endotracheal intubation was done with a fiberoptic bronchoscope and the bony mass was approached through a left submandibular incision. The mass was ovoid, elongated in shape and attached to the ramus of the mandible with a narrow stalk. The lesion was divided at the stalk using a bone cutting bur and a surgical handpiece, and then completely excised using a chisel and mallet (Fig. 3A) . The lateral surface of the ramus of mandible was smoothened with a vulcanite bur under copious saline irrigation and the specimen (Fig. 3B) was sent for microscopic examination. Intraoperative interincisal distance was 35 mm and recovery was uneventful.
Histopathological examination revealed features compatible with osteoma (Fig. 4) ; mature cancellous bone was predominantly seen with compact bone in some sections, osteocytes and medullary spaces containing a loose connective tissue with capillaries were found. Histopathological diagnosis was 'cancellous osteoma'. Surgery was followed by rigorous physiotherapy for 1 month and postoperative interincisal distance was 25 mm (Fig. 5) .
DISCuSSIOn
Osteomas are rare benign tumors of bone commonly seen in the maxillofacial skeleton. In the maxillofacial area, peripheral osteoma occurs most frequently in the sinuses. The most common site is the frontal sinus, followed by the ethmoidal and maxillary sinuses.
Peripheral osteoma has also been described in the external auditory canal, and rarely in the temporal bone and pterygoid plates. 5 Peripheral osteomas are more frequent in the mandible than the maxilla. Males and females are equally affected, while the age varies between 9 and 85 years. 6 These lesions usually appear as pedicled or sessile masses. The most common sites are the angle and the lower border of the body of the mandible. The exact etiology and pathogenesis of peripheral osteoma is unknown. Both the hamartomatous and neoplastic factors have been advocated, but no definite conclusion has been reported. Infiltration of interdental bone and abnormal histological bone structure might support the neoplastic nature of this lesion. reaction that could be perpetuated by continuous muscle traction. 9 In our case, patient had no history of trauma;
however, the mass was very close to the masseter muscle and attached to it in the inferior part which might have caused the trismus reported by the patient. Most cases of peripheral osteoma are asymptomatic. In some, depending on the location and the size, the tumor may cause facial deformity, deviation of the mandible on opening, headache or exophthalmos. Plain radiograph (panoramic radiograph, PA mandible) or CT scan is used for imaging. Bone scan though not performed routinely, discloses the physiological activity of the peripheral osteoma.
The discovery of an osteoma of the facial skeleton should raise the possibility of Gardner's syndrome. The triad of colorectal polyposis, skeletal abnormalities and multiple impacted or supernumerary teeth is consistent with this syndrome. Skeletal involvement includes both peripheral and central osteomas. Since the osteomas often develop before the colorectal polyposis, early diag nosis of the syndrome may be life saving in certain cases. Mandibular osteomas may be a genetic marker for the development of colorectal carcinoma. 10 Therefore, the patient with a diagnosis of mandibular osteoma, suspected to have Gardner's syndrome, should be further evaluated to rule out colorectal carcinoma. 11 Recurrence of peripheral osteoma after surgical excision is extremely rare. Malignant transformation of peripheral osteoma has not been reported in the literature.
COnCLuSIOn
Osteomas are slow growing benign tumors with a very rare recurrence rate. Trismus is not a common feature of osteoma but when present special consideration should be given to the postoperative physiotherapy. Local excision is the treatment of choice.
fig. 4: Histopathology of lesion
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